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The speaker thought the textbooks were correct in stating that dermoids were mos' often situated anteriorly, but agreed that they might be retro-ocular and so cause proptosis. He quoted a case of his own, which as far as he knew was unique, in which a retro-ocular dermoid was found to be fixed to the outer wall and roof of the orbit by an encasing thin bony capsule. The original diagnosis made on the strength of the X-ray picture was that of enchondroma.
Though pain was a rare symptom in cases of orbital tumour, if it did occur, especially in the early stages, it suggested that the tumour was probably of a malignant nature. He had observed that in cases of metastasis in the apex of the orbit from breast cancer a fifth nerve neuralgia was apt to precede the onset of appreciable proptosis.
With regard to the two cases of pseudo-tumour quoted by Dr. Meadows, he had little doubt in his own mind that these were actually cases of Graves' disease, and he thought that the microscopic findings threw an interesting light on the possible causes of exophthalmos in association with that condition. One variety of pseudo-tumour was a localized periostitis of the orbital wall and in such cases it was his experience that the exophthalmos subsided in time, though the process was extremely slow.
It was important to remember that tumours consisting of lymphoid tissue occurred in the orbit, especially in cases of leukaemia and allied diseases of the lymphatic system, and that a blood-count might reveal the nature of an orbital tumour.
Mr. A. Dickson
Wright said that his personal series of orbital tumours differed from those recorded by the opener. They consisted of four lacrimal tumours, one optic nerve glioma and no less than five true meningiomas of the optic nerve sheath. As regards the lacrimal tumours they were all now dead from recurrences of different kinds, one in the liver only and the others in the cranial bones, this in spite of the clean removal and intensive post-operative radiation. These tumours, although histologically the same as parotid tumours, had a most evil prognosis.
After removal of the optic nerve with its glioma in the one case of a child, phthisis bulbi had resulted whereas in the optic sheath meningiomas the eye had retained its shape and appearance after removal of the optic nerve. Squints were usual, but in one case a satisfactory operative correction had been made. An interesting point was that these tumours grew outwards from the sheath which after removal could be slid up and down on the nerve proper. This had prompted the speaker in his last case to remove the tumour by morcellement and then the portion of sheath was removed, leaving the bare nerve for a distance of a centimetre in the hope that vision might be preserved. This was not achieved but it might be a possibility in earlier cases.
Another im,portant orbital tumour was provided by intra-orbital extension of the creeping carcinomas of the nasal passages and sinuses, the so-called epithelioma terebrans. The combination of one-sided nasal obstruction and epistaxis with exophthalmos and deafness on the same side made a very clear syndrome. No surgery, possibly not even biopsy, should be attempted as most encouraging results were obtained by thorough radiation of the whole area.
As regards the pseudo-tumours which have a tendency to resolve spontaneously might they not be a form of Boeck's sarcoid, possibly best treated by orbital decompression rather than removal which generally seemed to cause loss of vision? [February 1, 1945] Acroparasthesia. [A Surnnagy] By SINION BEHRMAN, M.R.C.P. THE manifestations of this svndrome were first accurately described by Ormerod in 1883 and thev can be summarized as follows:
(1) Symptoms: (a) are confined to upper extremities; (b) comprise parosthesia (peripheral in distribution), often associated with pains of radiating tvpe; (c) are most pronounced on awakening; (d) when present during the day, they are brought on by manual activities of a certain kind.
(2) There is usually a paucity of abnormal physical signs. This syndrome is met with either independently or in association with pregnancy, acromegaly and Paget's disease. Several cases of acroparxesthesia in the male were described.
Pregnancy acroparaesthesia deserves special attention since it is a fairly common -condition, particularly minor degrees of it. In the past it seems to have been regarded as an incomplete form of pregnancy neuritis and, as such, attributed to nutritional and dietetic causes. Symnptoms usually arise during the second half of pregnancy and most frequently occur with the first pregnancy. There is Lisuallv a dramatic improvement immediately after delivery, but symptoms frequently retLirn after the patient has resumed her household duties, when thev may become even more intense than during the pregnancv. A large proportion of women showing this condition develop it in the course of the first pregnancy and are not troubled with it in subsequent pregnancies. On the Section of Neurology 601 other hand, a multiparous woman who, after a normal first pregnancy, develops acropar;esthesia in the course of any other pregnancy, is very likely to be so troubled with every subsequent pregnancy.
Various theories which, in the past, have been proposed to explain acroparaesthesia, such as "vasomotor neurosis", endocrine dysfunctions, &c., were reviewed and found unsatisfactory.
A mechanical pathogenesis was put forward, the view being based onl the following arguments: (1) There is evidence to suggest that the disorder of function is affecting the peripheral nervous system of the arms. This is indicated by (a) the restriction, even in most advanced cases of long standing, of all the symptoms to the upper extremities; (b) the presence of objective sensory disturbances at the periphery in some cases; and (c) evidence in scme cases of increased mechanical irritabilitv of the nerves of the arm.
(2) Since, in the majority of cases, the sensorv disturbances are present in all fingers, it can be inferred that the spinal nerves composing the brachial plexus, or the brachial plexus itself, are principally involved.
(3) In view of the fact that acroparaesthesia is invariably relieved by rest and aggravated by muscular effort involving the shoulder girdle and upper extremities, it is probable that this lesion is mechanically determined.
When considering the possible causative mechanical factors, the important influence of sex and age on acroparx-sthesia must be recognized. Evidence was adduced that these differences of sex and age tend to bring about a diminution of downward and forward obliquity of the superior aperture of the thorax; a downward descent of the shoulder girdle as a whole may also take place as a result of senescence. The resulting change in the relations of the structures would favour some degree of compression of the elements of the brachial plexus, especiall'y in those cases where certain developmental abnormalities are already present. The neck muscles, by their contraction, probably contribute their quota to the "overcrowding" of structures in this region. When the arms are employed in certain actions, such as knitting, typing and writing, &c., the shoulder girdle has to be fixed and the neck muscles are utilized for this purpose indirectly. They may remain in a state of contraction for some time and this is probably sufficient, under the abnormal circumstances prevailing, to, produce some physiological disturbances in the brachial plexus and thus give rise to par;cesthesige. In man, these muscles are, in addition, concerned to an' important extent in aiding the diaphragm in respiration. Given, therefore, conditions favouring thoracic breathing, a persistent activity of these muscles will follow. The predominantly thoracic breathing occurring during sleep might explain the symptoms present on awakening in acroparaesthesia. It must be added, however, that in a typical case of acroparaesthesia in which tenotomy of the scalenus anticus was perforimed on one side, no unequivocal improvement resulted.
According to the view put forward, a concatenation of a number of different anatomical (congenital and acquired) and physiological factors can produce the syndrome of acroparesthesia; common to all cases, however, is a slight compression of the brachial plexus, usually only of a degree sufficient to bring on transient symptoms, but insufficient to produce any irreversible damage.
The Anatomy of the Thoracic Outlet in Relation to "Irritation" and Compression of Nerve Trunks By G. WEDDELL, M.D.
Department of Anatomy, University of Oxford
Introduction.-The morbid aniatomy of the thoracic outlet which may lead to a compression or angulation of the brachial plexus is complex and due to a number of different factors. There has been a tendency recently somewhat to oversimplify the aetiology of neurological symptoms and signs resulting from abnormalities of the thoracic outlet. For instance, in a paper by Swank and Simeone (1944) , cases with neurological symDt.oms and signs known to have cervical ribs are included under the heading of "scalenus anticus syndrome", whereas properly speaking, this term should be reserved for cases in which abnormalities of the scalenus anticus muscle are the primarv cause of the affection. There is a danger that this form of oversimplification will lead to less precision in diagnosis, and thus mismanagement of treatment. Whenever neurological symptoms or signs consistent with compression or "irritation" of the brachial olexus are encountered, attempts should be made to establish a precise diagnosis in order that treatment should be rational.
